We report significant differences in prescribing patterns for fluorouracil and imiquimod for AK treatment, which are associated with patient and prescriber factors. Our findings have implications for future real-world comparative effectiveness studies that examine AK treatments and associated clinical outcomes. Role of the Funder/Sponsor: The funder/sponsor had no role in the design and conduct of the study; collection, management, analysis, and interpretation of the data; preparation, review, or approval of the manuscript; and decision to submit the manuscript for publication. 
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Little is known about characteristics of indoor tanning initiation. An analysis among whites younger than 40 years found that the median age of initiation of tanning was 17.0 years among females and 21.5 years among males.
2 One longitudinal study 3 of female teens found that maternal and peer attitudes toward tanning influenced tanning initiation. Maternal behaviors and maternal permissiveness toward and monitoring of their child's indoor tanning affect adolescents' longer-term tanning patterns.
4
Methods | To characterize indoor tanning initiation, we used self-reported data from Porter Novelli's 2015 Styles database, a web-based panel weighted to be representative of the US population. The 2015 SummerStyles survey was sent to 6172 adults who belong to the GfK's KnowledgePanel and who had completed a previous survey. The final sample included 4127 adults (response rate, 67%), 984 of whom reported ever indoor tanning. The Centers for Disease Control and Prevention (CDC) licensed the data from Porter Novelli. Personal identifiers were not included in the data file, and institutional review board approval was not needed because the CDC was not engaged in human subjects research.
Respondents who had ever tanned indoors were asked about age at initiation and companions present (alone, mom, dad, sister, brother, another family member, friend or friends, someone else not listed, don't remember). Other variables of interest included sex and age at survey. We did not report results by race/ethnicity because of small sample sizes of black and Hispanic tanners; 90.0% of respondents were non-Hispanic white.
We examined first experience of indoor tanning by age, sex, and whether the tanner first went with friends, family, or alone. We used SAS-callable SUDAAN software (RTI International) to analyze data, using weighted proportions and 95% CIs.
Results | Overall, 977 indoor tanners responded to questions about their first tanning experience: 252 males and 725 females. Males and females had similar rates of initiating tanning alone (54.7% and 55.2%, respectively), but initiating tanning with a companion (friend or family member) was somewhat more common among females than males (Table, Figure) .
Many tanners (52.5%) began tanning before age 21 years, with about 1 in 3 initiating indoor tanning before age 18 years. Those who began tanning younger than age 16 often started with a family member (44.5%). Among those first tanning with a family member, 49.2% reported first tanning with their mother (27.5% of males and 54.4% of females). Those ages 16 to 17 years or older often began tanning alone (Figure) . However, for tanners beginning at age 16 to 20 years old, tanning with a companion (usually a friend) was also common.
Discussion | Tanning at younger ages is associated with more frequent tanning and increased risk of skin cancer.
5 Current and future state and federal regulations that aim to prohibit indoor tanning by minors younger than 18 years have the potential to delay initiation of indoor tanning until older Graph showing that companions present at tanning initiation vary by age and sex. Adolescent girls younger than 16 years more often began tanning with their mother than with friends, family, or alone; older teens most commonly initiated indoor tanning with friends or alone, while adult women usually initiated indoor tanning alone. Males frequently initiated indoor tanning alone, although those who started tanning younger than age 16 years often did not remember with whom they tanned the first time. 
Analysis of Trends in Geographic Distribution of US Dermatology Workforce Density
The demand for dermatologic care is rising. Dermatologist density in the Unites States has increased over the past decade and is currently estimated at 3.4 per 100 000 individuals. 1 However, it is still below the suggested 4 per 100 000 population needed to adequately care for a community. 1 Increased dermatologist density has been associated with lower melanoma mortality rates and improved diagnosis of skin disease.
2 Therefore, dermatologist density is of critical importance and may lead to lower skin disease economic burden. In addition to the undersupply, there is also a material geographic variance of dermatologists throughout the United States leaving some areas underserved.
1 Dermatologists are now being supplemented by nonphysician clinicians which may help to correct for the dermatology provider shortage. The purpose of this study was to examine the combined geographic distribution of dermatologists and dermatology physician assistants (DPAs) to determine overall dermatology provider density and how this combination may potentially be augmenting access.
Methods | Membership data and geographic data on practicing dermatologists and DPAs were obtained from the American Academy of Dermatology (AAD) and the Society for Dermatology Physician Assistants (SDPA). The data were combined and total dermatology provider-to-population ratios were calculated using population data obtained from the US Census Bureau for 3-digit ZIP code locations (section codes). Adjacent section codes were combined where appropriate. Institutional review board approval was waived because this study did not report on data involving human subjects.
Results | The 2016 total number of dermatology providers was 13 365 (10 845 dermatologists and 2520 DPAs) yielding an overall density of 4.14 per 100 000 individuals. Of the 734 section codes containing at least 1 dermatology provider, 22 (3%) contained only DPAs. By including DPA coverage, the number of section codes containing less than 3 dermatology providers per 100 000 individuals decreased from 59.8% to 47.4% when accounting for dermatologists alone. With the combined data, the percentage of section codes containing greater than 4 providers per 100 000 increased from 27.7% to 40.2%. Overall, 35.0% of dermatology providers practiced in the 100 densest section codes compared with just 1.5% in the 100 least dense section codes. Differences between data on physicians only vs total dermatology providers are summarized in the Table. Discussion | Including DPAs in dermatology workforce calculations increases the average US dermatology provider density to more than 4 per 100 000 individuals, which is the number that has been suggested to adequately care for a population. Dermatologists and DPAs in the United States are both nonuniformly geographically distributed. 1,3 However, dermatologists tend to be more concentrated in major urban areas and academic centers vs DPAs in somewhat less populous regions. Analysis of the distribution combining both groups therefore leads to a broader, more uniform coverage and potentially extends access (Figure) . Adding DPAs to the dermatology provider pool augments care away from the 100 most dense section codes suggesting that DPAs may extend care benefit to communities that were previously underserved. Dermatologists alone have been unable to meet increasing patient demand for dermatologic services. The number of dermatology residency training positions has been relatively stagnant, suggesting that the current supply of dermatologists in training will be insufficient to fully meet growing future demand. 4 This gap is being filled in part by a substantial 
